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and  Welfare 
330  Independence  Avenue,  SW. 
Washington,  D.C.  20201 


Dear  Mr.  Secretary: 


This  annual  report  for  fiscal  year  1974  is  submitted  in  accordance  with 
the  provisions  of  the  Health  Insurance  Benefits  Advisory  Council  Char- 
ter, approved  January  4,  1973.  The  Council  hopes  that  it  will  be  helpful 
to  you  in  your  evaluation  of  the  Medicare  and  Medicaid  programs. 


Sincerely  yours, 


Ernest  W.  Saward,  M.D. 
Acting  Chairman 
Health  Insurance  Benefits 
Advisory  Council 
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I.      Introduction 

A.  Role  of  the  Health  Insurance  Benefits  Advisory  Council 

The  Council  continued  to  be  concerned  over  its  role  and 
responsibilities  with  respect  to  the  administration  of  the  Medi- 
care and  Medicaid  programs.  Although  the  Council  was 
assured  that  its  views  and  opinions  would  be  welcomed  by  the 
Secretary  and  indeed  the  following  report  indicates  that  it 
has  furnished  considerable  advice  and  offered  important  recom- 
mendations the  Council,  nevertheless,  viewed  its  position  with 
some  uncertainty,  and  felt  the  ncc^l  for  the  Secretary  to  more 
clearly  and  precisely  define  the  role  of  the  Council  and  looked 
forward  to  requests  from  Department  officials  for  needed 
advice  as  ma\  be  appropriate.*  The  Council  reaffirms  its  desire 
to  have  continued  opportunities  and  responsibility  for  partici- 
pation in  major  policy  decisions  with  respect  to  Medicare  and 
Medicaid. 

B.  Schedule  of  Meetings 

All  meetings  were  held  in  Washington,  D.C.;  the  Council  met 
six  times  as  follows: 

July  13.  1973 
September  21,  1973 
November  16.  1973 
January  11.  1974 
March  8,  1974 
May  10.  1974 

As  during  the  previous  fiscal  year,  all  meetings  were  open  to 
the  public.  Staff  papers  prepared  for  the  Council  and  reports 
on  Council  discussions  also  were  made  available  to  the  public. 
Although  the  public  was  invited  to  make  comments  at  the 
conclusion  of  each  meeting,  in  general,  few  availed  themselves 
of  the  opportunity. 

C.  Major  Concerns  and  Activities 

Significant  areas  of  concern  with  which  the  Council  dealt  were: 

(1)  additional  coverage  of  health  care  services;  (2)  utilization 
of  health  care  services;  (3)  delivery  of  health  care;  (4)  health 


*  At  the  September  1974  meeting  it  was  made  clear  that  the  Council 
would  be  under  the  aegis  of  the  Assistant  Secretary  for  Health  and  its  role 
was  clarified  to  some  extent. 
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education;  and  (5)  standards  of  health  care.  The  Council,  in 
its  deliberations  and  resultant  recommendations,  was  aided 
considerably  by  several  ad  hoc  committees  (Home  Health 
Care,  Mental  Health,  Health  Education,  and  Nurse  Anes- 
thetist) appointed  by  the  Chairman  to  supply  background 
information  and  preliminary  proposals  for  consideration  by 
the  full  Council. 

A  significant  matter  which  the  Council  will  consider  in  the 
future  concerns  proposed  options  under  consideration  by  HEW 
with  respect  to  renewal  of  physicians'  licenses,  including  re- 
quirements for  continuing  medical  education. 


II.     Major  Issues  Discussed 

A.    Consumer  Health  Kducation 

The  Council  expressed  great  interest  in  consumer  health 
education.  It  appointed  a  standing  Committee  on  Health 
Education,  adopted  the  recommendations  of  this  Committee, 
and  communicated  them  to  the  Secretary,  February  15,  1974. 
The  Secretary  was  requested: 

1.  To  make  available  to  all  appropriate  providers,  third- 
party  intermediaries,  and  carriers,  information  clarifying 
the  position  of  Medicare,  Medicaid,  and  the  Maternal 
and  Child  Health  Programs  with  respect  to  reimburse- 
ment for  patient  education: 

2.  To  inform  all  appropriate  public  and  private  agencies, 
unions,  and  other  consumer  organizations,  of  existing 
possibilities  lor  Federal  reimbursement  of  patient  educa- 
tion programs: 

3.  To  establish  within  DHEW  a  high-level  Office  of  Con- 
sumer Health  Education:  and 

4.  To  develop  and  submit  to  Congress  legislation  author- 
izing establishment  of  a  National  Center  for  Health 
Education.  (For  details  and  complete  communication, 
see  Appendix.) 

Prior  to  adoption  of  the  Committee's  report,  the  Council 
received  a  detailed  report  on  the  activities  of  the  Office  of 
Consumer  Health  Education  of  the  College  of  Medicine  and 
Dentistry  of  New  Jersey.  The  report  was  presented  by  a  dele- 
gation of  nine  health  professionals  from  New  Jersey,  led  by 
William  Vaun,  M.D.,  Director  of  Medical  Education,  Mon- 
mouth Medical  Center,  and  William  Minogue,  M.D.,  Director 
of  Medical  Education,  Overlook  Hospital.  The  speakers 
stressed  the  importance  of  individual  behavior  and  lifestyle 
as  determinants  of  individual  and  national  health  and  described 
programs  for  diabetics,  cardiac  patients,  and  others  which 
are  addressing  themselves  to  the  problem  of  behavior  modifi- 
cation. 

The  Council  also  heard  a  report  from  HEW  representatives 
which  indicated  there  is  increasing  evidence  that  when  patients 
receive  an  educational  experience  that  helps  them  understand 
the  nature  of  their  illness  and  the  specific  role  which  they 
should   play   in    their   convalescence,    there    is   less   need    for 


readmission  to  health  care  institutions  and  greater  adherence 
to  physician-ordered  medication,  rest,  diet,  and  exercise.  There- 
fore, a  good  patient  education  program   can  contribute  to 
cost  containment. 

Many  health  workers  incorporate  some  education  in  the 
course  of  their  care  for  patients,  and  the  cost  thereof  has  been 
included  in  basic  per  diem  rates.  There  is,  nonetheless,  a 
great  need  for  a  more  effective  and  better  organized  approach 
to  patient  education  in  most  health  care  institutions. 

Following  these  two  reports,  proposed  criteria  for  third-party 
reimbursement  of  patient  education  were  discussed.  To  clarify 
these  and  related  issues,  the  Committee  on  Health  Education 
was  appointed. 

B.    Home  Health  Care  and  Homemaker  Services 

The  HIBAC  Committee  on  Home  Health  Care  furnished  con- 
siderable input  to  the  Council  with  respect  to  recommendations 
for  expanding  home  health  services;  resolving  issues  which 
arise  between  strictly  health  needs  and  social  needs  in  the 
maintenance  of  home-bound  patients;  expanding  public  infor- 
mation programs  to  fully  acquaint  families,  patients,  physi- 
cians, hospitals,  nursing  homes  and  other  health  agencies  with 
the  home  health  services  currently  available  in  the  community; 
encouraging  development  of  an  affirmative  attitude  toward 
home  health  services  by  third-party  payers;  and  conducting 
experiments  in  the  innovative  use  of  home-maker  services 
authorized  by  the  Social  Security  Amendments  of  1972. 

The  Committee  stressed  that  home  health  care  is  a  basic  com- 
ponent of  any  comprehensive  health  program  and  that  properly 
utilized,  in-home  health  services  can  provide  a  preferred  means 
of  restoring  and  maintaining  the  health  of  individuals  and 
families,  as  well  as  reduce  or  prevent  hospitalization  or  long- 
term  institutional  care. 

The  Committee  found  that  the  present  low  utilization  of  home 
health  care  benefits  is  attributable  to  a  variety  of  factors,  in- 
cluding the  Medicare  statutory  requirement  for  "skilled  nursing 
care";  the  absence  of  coverage  under  Medicare  for  homemaker 
services;  the  lack  of  recognition  on  the  part  of  physicians, 
other  providers,  and  patients,  of  the  available  benefits  or  of  the 
services  of  local  agencies;  the  reluctance  of  some  physicians 
to  prescribe  home  care;  and  the  absence  of  home  health  care 
services  in  rural  or  remote  areas.  From  the  consumer  stand- 


point,  home  health  services  of  quality  are  usually  not  a  valid 
resource  in  terms  of  availability  and  accessibility.  About  half 
of  all  the  counties  in  the  Nation  had  no  home  health  agencies 
as  of  July  1973. 

The  Committee  emphasized  that  the  statutory  language  of  the 
Medicare  legislation  materially  limits  the  delivery  of  home 
health  care:  the  restrictive  provisions  of  the  law  now  in  effect 
do  not  give  recognition  to  the  value  of  preventive,  supportive, 
and  counseling  services  in  health  maintenance.  Chronic  dis- 
eases to  which  the  aging  are  prone  demand  sustained  attention 
to  prevent  health  care  crises  requiring  institutionalization. 
Despite  the  demonstrated  value  of  home  health  services,  leg- 
islation and  third-party  pavers  continue  to  give  priority  to  the 
present   institutionally-oriented  system   of  health  care. 

In  considering  the  views  of  the  Home  Health  Care  Commit- 
tee, the  Council  felt  that  additional  experimental  projects  could 
be  financed  on  a  demonstration  basis  under  the  experimental 
authority  of  the  Social  Security  Amendments  of  1972. 

The  Administration  informed  the  Council  that  recommenda- 
tions for  changes  in  the  home  health  program  would  be  in- 
cluded in  the  Administration's  national  health  insurance  pro- 
posals and  it  was  pointed  out  that,  at  the  present  time,  a 
number  of  bills  pending  in  Congress  would  enlarge  coverage 
of  home  health  care. 

Although  some  Council  members  objected  to  the  inclusion  of 
proprietary  home  health  agencies  under  Medicare  coverage, 
others  pointed  out  that  some  services  are  available  only  from 
proprietary  organizations.  Several  Council  members  contend 
that  any  home  health  recommendations  from  the  Council 
should  emphasize  a  few  priority  items  rather  than  merely 
citing  the  ideal — which  is  likely  to  prove  unrealistic  in  terms 
of  cost.  With  these  comments  in  mind,  the  Home  Health 
Care  Committee  is  undertaking  further  review  of  priority, 
cost,  and  tradeoff  considerations. 

C.  Chronic  Renal  Disease  Policy  and  Guidelines 

Medicare  coverage  of  hemodialysis  and  renal  transplantation 
under  Public  Law  92-603  (the  Social  Security  Amendments 
of  1972)  continued  to  be  of  much  interest  to  the  Council.  The 
Council  received  an  Administration  report  on  interim  guide- 
lines which  have  been  issued  and  was  vitally  interested  in  the 
Government's  plans  for  informing  potentially  eligible  persons 
about  the  benefits  available  to  them. 
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Copies  of  informational  material  directed  to  potential  bene- 
ficiaries were  furnished  to  the  Council  upon  its  request. 

The  Council  has  been  assured  of  the  opportunity  to  comment 
on  Administration  proposals  for  the  organization,  delivery, 
and  reimbursement  of  chronic  renal  disease  services.  Already 
the  Council  has  had  some  discussion  pertaining  to  the  use  of 
regional  treatment  networks,  including  the  geographical  and 
numerical  confines  of  the  population  served,  the  basis  of  physi- 
cian reimbursement,  and  the  manner  of  reimbursing  facilities 
so  as  to  reward  efficiency  and  initiative. 

The  Council  also  had  an  opportunity  to  review  a  policy  state- 
ment on  renal  disease  issued  by  the  Secretary  April  17,  1974, 
dealing  with  network  planning,  professional  review,  and  reim- 
bursement, and  expressed  approval  of  the  formation  of  regional 
networks  and  the  efforts  to  apply  rational  principles  for  de- 
termining who  shall  receive  kidney  transplants  or  dialysis.  The 
final  policies  set  forth  in  the  statement  are  directed  to  four 
objectives: 

— to  provide  for  the  total  health  care  needs  associated  with 
the  treatment  of  kidney  disease; 

—to  maintain  or  create  the  necessary  availability  and  dis- 
tribution of  resources  (i.e.,  access); 

— to   accommodate   the   requirements   for   appropriate   and 
efficient  practice  by  physicians  and  facilities;  and 

—to  assure  quality  and  to  contain  costs  of  covered  services. 

The  Department  has  been  given  unusually  broad  discretionary 
authority  in  implementing  this  program  and  there  is  a  need  to 
proceed  with  considerable  care,  particularly  in  view  of  the 
sensitive  nature  of  the  issue,  the  cost  potential  of  the  program, 
and  the  impact  on  the  patient. 

D.  Health  Manpower 

The  Council  has  a  continuing  concern  with  respect  to  the 
Nation's  health  manpower  needs.  Although  there  are  grounds 
for  believing  that  an  adequate  supply  of  physicians  may  exist 
in  the  1980's,  there  will  continue  to  be  problems  in  achieving 
proper  geographic  and  specialty  distribution  of  physicians. 
The  Council  commends  the  Administration  for  its  efforts  to 
attract  women  and  members  of  disadvantaged  groups  into 
medical  careers,  and  to  place  physicians  in  underserved  areas 


by  means  o\'  an  expanded  National  Health  Service  Corps,  al- 
though it  recognizes  much  is  still  needed  to  be  done  in  these 
areas. 

Recognizing  that  legislation  to  provide  financial  support  for 
health  manpower  training  will  expire  this  year,  the  Council 
was  interested  in  new  proposals  to  cope  with  the  problem  of 
shortages  oi'  health  manpower.  The  Council  was  advised  that 
new  Administration  proposals  will  emphasize  support  for 
medical  schools  which  encourage  their  graduates  to  specialize 
in  primary  practice  and  which  undertake  special  projects  rela- 
tive to  graduate  involvement  in  underserved  areas.  The  Council 
approves  such  a  principle,  but  cautions  the  Administration 
to  be  acutely  aware  of  the  ever-present  potential  for  geographic 
and  specialty  maldistribution  as  well  as  the  need  for  a  pluralis- 
tic approach  and  adequate  safeguards  to  assure  the  competency 
of  foreign-trained  physicians. 

E.    Coverage  of  Mental  Health  Care 

The  Mental  Health  Committee  is  developing  proposals  for 
additional  Medicare  coverage  of  inpatient  and  outpatient  treat- 
ment of  mental  illness.  The  Committee  expects  to  present 
formal  recommendations  for  consideration  of  the  Council 
when  it  has  obtained  information  relating  to  utilization  and 
costs. 

As  a  result  of  the  Mental  Health  Committee  consideration 
of  the  Administration's  national  health  insurance  proposal 
(CHIP)  it  was  indicated  that  the  items  listed  below  would 
constitute  minimal  coverage  of  mental  health  services  in  a 
national  health  insurance  program.  There  was  a  general  con- 
sensus in  the  Council  in  favor  of  these  proposals  informally 
presented  by  the  Committee  Chairman: 

The   30  day-limitation   in   care   of   the   mentally  ill  in   psy- 
chiatric institutions  should  be  expanded  as  follows: 

1.  In  those  few  cases  receiving  extended  active  treatment 
which  are  pre-certified  by  a  utilization  review  committee 
approved  by  the  local  PSRO.  the  length  of  stay  may  be 
extended  by  25  percent  after  concurrent  review  at  29 
days  and  another  25  percent  after  concurrent  review  at 
35  days. 

2.  Similar  provisions  should  be  applied  to  outpatient  visits 
in  organized  care  settings,  which  for  the  purpose  of  these 
provisions   shall   be   defined   as  any   community   mental 
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health  center  accepted  as  such  under  the  legislation  gov- 
erning aid  to  community  mental  health  centers  or  any 
community  mental  health  center  licensed  as  such  by  the 
respective  States. 

3.  Fifteen  visits  to  a  private  psychiatrist  was  felt  by  the 
Committee  to  probably  be  sufficient  based  on  what  infor- 
mation has  been  made  available  to  it. 

F.    Medicaid  Cost-Sharing 

The  Council  was  advised  of  proposed  regulations  to  implement 
the  Medicaid  cost-sharing  provisions  of  Section  208  of  P.L.  92- 
603.  These  cost-sharing  provisions  provide  that  a  premium, 
enrollment  fee,  or  similar  charge,  which  is  related  to  income, 
shall  be  imposed  on  the  medically  needy,  and  that  State  medical 
assistance  programs  may  elect  to  impose  nominal  co-payments, 
deductibles,  or  similar  charges,  on  the  categorically  needy  and 
on  the  medically  indigent. 

The  Council  questions  the  propriety  of  placing  additional 
burdens  on  the  poor  and  is  skeptical  that  this  provision  of  the 
law  can  be  equitably  and  effectively  administered.  Therefore, 
the  Council  recommends  that  State  agencies  responsible  for 
implementation  of  this  cost-sharing  provision,  refrain  from 
electing  to  effectuate  its  optional  provisions. 


III.  Other  Important  Issues  Discussed 

A.  Professional  Standards  Review  Organizations 

'  Steps  undertaken  by  the  Department  to  implement  the  Pro- 
fessional Standards  Review  Organization  legislation  continued 
to  be  of  considerable  interest  to  the  Council.  The  Council 
received  a  progress  report  from  the  Administration  reflecting 
the  varying  degrees  of  cooperation  received  from  medical 
groups.  The  Council  also  has  asked  for  copies  of  the  forth- 
coming PSRO  Manual  and  has  recommended  that  the  Council 
have  representatives  attend  a  meeting  of  the  National  Pro- 
fessional Standards  Review  Council  (in  addition  to  the  Acting 
Chairman  of  HIBAC  who  also  is  Chairman  of  the  National 
Professional  Standards  Review  Council). 

B.  Health  Maintenance  Organization  Regulations 

The  Council  was  advised  of  proposed  regulations  with  respect 
to  Health  Maintenance  Organizations  with  the  final  regulations 
to  be  published  in  July  1974  and  the  certification  process  com- 
mencing in  1975.  The  report  noted  that  only  15  States  have 
passed  enabling  legislation  for  HMO's,  and  these  laws  are  not 
uniform.  The  Council  agreed  that  there  are  rather  severe 
unsettled  problems  and  it  proposes  a  progress  report  on  im- 
plementation of  the  HMO  provisions  for  a  future  meeting. 

C.  Coverage  of  Nurse  Anesthetists 

The  Council  reviewed  the  implications  of  the  coverage  of 
nurse  anesthetists  as  independent  practitioners  under  the 
Medicare  program  and  received  testimony  from  the  American 
Association  of  Nurse  Anesthetists.  While  recognizing  that 
nurse  anesthetists  are  performing  valuable  services,  especially 
in  rural  areas,  the  Council  nevertheless  questioned  whether 
their  recognition  as  independent  practitioners  for  reimburse- 
ment purposes  would  be  appropriate. 

The  HIBAC  Nurse  Anesthetist  Committee  received  testimony 
from  the  American  Society  of  Anesthesiologists  and  presented 
recommendations  with  respect  to  hospital  recruitment  of,  and 
contractual  agreements  with,  independently  practicing  certified 
registered  nurse  anesthetists  and  the  potential  for  program 
experimentation  to  help  determine  the  relative  costs  of  various 
methods  of  billing  and  the  impact  on  the  quality  and  accessi- 
bility of  anesthesia  services.  ^Because  it  was  not  clear  whether 
a  change  in  the  law  would  be  necessary  to  implement  the  first 
recommendation  and  whether  the  patient  would  be  disadvan- 
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taged  by  the  second,  the  matter  was  recommitted  to  the  Com- 
mittee for  further  study  and  resolution,  r 

D.  Utilization  Review  Under  Medicaid 

The  Council  heard  a  report  on  the  steps  being  taken  to  formu- 
late and  publish  regulations  with  respect  to  utilization  review 
under  Medicaid.  The  report  traced  the  history  of  the  concept 
of  utilization  review  under  title  XIX;  compared  utilization 
review  under  Medicare  and  Medicaid;  described  the  coordina- 
tion between  the  two  programs;  and  named  the  persons  and 
organizations  consulted  prior  to  the  formulation  of  the  regu- 
lations. 

E.  Reimbursement  for  Services  of  Teaching  Physicians 

The  Council  considered  the  impact  on  medical  education 
resulting  from  the  controversial  provisions  of  Section  227  of 
P.L.  92—603  concerning  the  payment  under  Medicare  for 
services  of  teaching  physicians.  P.L.  93-233,  enacted  on  De- 
cember 31,  1973,  provided,  in  part,  that  a  study  be  undertaken 
by  the  National  Academy  of  Sciences  to  help  assess  the  poten- 
tial impact  of  the  1972  Social  Security  Amendments  on  teach- 
ing hospitals  and  their  health  care  delivery  systems.  The 
Council  expressed  the  view  that  direct  aid  to  medical  education 
may  be  preferable  to  financing  it  through  third-party  reim- 
bursement for  care  rendered  to  patients  in  teaching  hospitals. 
The  Council  is  looking  forward  with  interest  to  the  final  report 
prepared  by  the  National  Academy  of  Sciences'  Institute  of 
Medicine  (due  July  1,  1975),  and  the  Administration's  analysis 
of  this  report  (due  October  1,  1975). 

F.  Physician  Fee  Schedules — Disclosure  of  Information 

The  Council  considered  implications  of  the  revised  regulations 
under  the  Freedom  of  Information  Act  for  the  disclosure  of 
such  information  as  the  prevailing  charge  data  used  by  carriers 
in  determining  reasonable  charges  for  purposes  of  physician 
reimbursement.  It  is  noted  that  a  recent  court  decision  has 
required  a  similar  type  of  disclosure.  The  Council,  noting  that 
use  of  fee  schedules  is  being  proposed  more  frequently  as  a 
means  of  controlling  costs  of  physician  services,  is  aware,  of 
course,  that  fee  schedules  also  have  potential  disadvantages. 

G.  Provider  Reimbursement 

The  Council  heard  discussions  by  Bureau  of  Health  Insurance 
representatives   concerning  limitation   of  provider  reimburse- 
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ment  to  costs  necessary  for  efficient  delivery  of  needed  health 
services.  It  was  noted  that  the  basic  thrust  of  this  reimburse- 
ment principle  is  to  shift,  from  the  Social  Security  Administra- 
tion to  the  provider,  the  burden  of  proof  of  substantiating  the 
reasonableness  of  out-of-line  costs.  The  provision  is  being  im- 
plemented by  grouping  providers  in  accordance  with  factors 
such  as  geographic  area,  bed  size,  and  State  per  capita  income, 
and  then  arraying  the  general  routine  service  costs  of  hospitals 
within  each  group.  In  line  with  congressional  intent,  the 
policy  is  being  implemented  at  a  gradual  pace  and  is  being 
applied  initially  to  those  hospitals  whose  costs  are  at  the  high- 
est end  of  the  scale. 

*  The  Council  expressed  concern  over  the  financial  problems 
of  grant-funded  health  facilities,  such  as  community  health 
centers.  A  report  of  an  HEW  survey  into  this  area  identified 
a  number  of  factors  limiting  the  ability  of  these  facilities  to 
obtain  needed  third-party  reimbursement.  These  included 
patient  eligibility  requirements  and  "provider"  definitions  that 
differed  from  program  to  program,  lack  of  rate  structures, 
multiplicity  of  services  covered,  and  poor  billing  and  collection 
procedures.  Although  initial  management  problems  may  cause 
financial  problems  for  community  health  centers,  the  compre- 
hensive health  center  has  been  successful  in  bringing  services 
to  people  who  need  them  in  their  communities.'  A  national 
health  insurance  program  will  be  needed  to  provide  better 
financial  support  for  community  health  centers,  but  until  it  is 
enacted,  every  effort  should  be  made,  particularly  in  the 
Medicare  and  Medicaid  programs,  to  provide  necessary  support 
for  these  centers. 

H.   Coverage  of  Optometric  Vision  Care  Under  Medicare 

The  American  Optometric  Association  has  proposed  that  the 
Council  undertake  a  study  concerning  the  provision  of  opto- 
metric vision  care  for  the  elderly  under  Medicare.  It  was 
pointed  out  that  problems  with  vision  affect  95c/o  of  persons 
65  years  of  age  and  older,  and  that  of  this  age  group,  75% 
suffer  from  one  or  more  chronic  conditions.  Falls  cause  85% 
of  all  serious  injuries  to  persons  65  and  over  and  poor  vision 
is  the  culprit  for  fully  one  quarter  of  these  falls./ 

While  Congress  has  previously  ruled  out  coverage  of  optometry 
services  under  Medicare  for  budgetary  reasons,  this  decision 
should  be  carefully  and  seriously  reviewed  because  most  vision 
care  services  are  provided  by  optometrists  rather  than  ophthal- 
mologists  (whose  services  are  covered  under  Medicare)   and 
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there  is  ample  evidence  that  the  elderly  are  in  genuine  need 
of  coverage  of  optometric  services.  The  Council  is  considering 
such  a  study  as  proposed  by  the  American  Optometric  Asso- 
ciation, and  as  a  preliminary  step  has  requested  data  on  the 
cost  of  covering  optometric  services  under  Medicare. 

I.     National  Health  Insurance 

During  the  year,  the  Council  gave  considerable  attention  to 
the  various  proposals  for  a  national  health  insurance  program 
with  members  commenting  on  the  overall  provisions  proposed, 
as  well  as  focusing  on  specific  aspects  of  national  health  insur- 
ance in  which  they  have  expertise.  Having  been  informed  that 
it  could  render  a  particularly  valuable  service  to  the  Secretary 
by  commenting  on  proposals  for  comprehensive  health  cov- 
erage after  they  were  initially  developed  by  the  Administration, 
the  Council  devoted  a  portion  of  its  time  to  a  review  of 
Administration  initiatives  in  national  health  insurance  con- 
cepts. 

In  examining  the  provisions  of  the  Administration's  compre- 
hensive health  insurance  plan  (CHIP),  Council  discussion 
included  review  of  the  benefits  to  be  received  and  costs  to  be 
incurred  by  the  population  groups  who  are  served  by  the 
Medicare  and  Medicaid  programs,  and  how  the  group  practice 
options  open  to  consumers  under  the  Administration's  proposal 
would  mesh  with  the  provisions  of  the  health  maintenance 
organization  legislation.  An  evaluation  of  the  options  is  being 
sought. 
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Appendix 

Health  Insurance  Benefits  Advisory  Council 


February    15,    1 ^74 

Honorable  Caspar  W.  Weinberger 
Secretary  of  Health.  Education, 

and  Welfare 
330  Independence  Avenue,  SW. 
Washington,  DC.  20201 

Dear  Mr.  Secretary: 

The  Health  Insurance  Benefits  Advisor)  Council,  through  its 
Committee  on  Health  Education,  has  been  studying  the  issue  of 
consumer  health  education  and  has  adopted  the  enclosed 
report  developed  by  the  Committee. 

To  summarize  briefly,  the  Council  supports  defining  health  education 
as  a  professional  discipline,  and  development  of  a  national  policy 
on  health  education.  It  also  would  encourage  Medicare  reimbursement 
for  preventive  health  education  programs,  with  particular  emphasis 
on  utilizing  the  experimental  provisions  of  P.L.  92-603.  To  the  extent 
consonant  with  the  law,  the  report  also  reflects  the  Council's  feeling 
that  Medicare  reimbursement  should  be  consistent  with  the  provision 
in  P.L.  93-222  requiring  thai  an  HMO,  in  order  to  obtain  Federal 
startup  funds,  must  provide  health  education  services.  The  Council 
recommended  broad  dissemination  of  information  on  the  present 
coverage  for  health  education  activities  provided  under  Medicare, 
Medicaid  and  the  Maternal  and  Child  Health  and  Crippled 
Children's  Programs. 

The  Council  has  also  gone  on  record  in  general  support  of  the 
recommendation  of  the  President's  Committee  on  Health  Education 
for  establishment  of  a  National  Center  for  Health  Education  and,  in 
clarification  of  the  Committee's  generalized  recommendation  for 
a  "focal  point"  within  the  Department,  recommends  a  high-level  Office 
of  Consumer  Health  Education  be  established  in  DHEW  to 
coordinate  and  upgrade  existing  health  education  programs. 

The  Committee  will  continue  its  activities  and  the  Council  is  prepared 
to  cooperate  with  the  Department  as  health  education  policies  develop. 

Sincerely  yours, 

Ernest  W.  Saward,  M.D. 

Acting  Chairman 

Health   Insurance   Benefits 

„    ,  Advisory  Council 

Enclosure  J 
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Report  from  the  Committee  on  Health  Education 

to 
Health  Insurance  Benefits  Advisory  Council 
January  11,  1974 

Introduction:   The  Importance  of  Defining  and  Implementing 
National  Policy  for  Health  Education 

Consumer  health  education  is  an  idea  whose  time  has  come.  This  fact 
is  increasingly  accepted  by  consumers  and  providers,  by  educators  and 
third-party  payers,  by  leaders  of  both  public  and  private  sectors. 

Underlying  this  development  is  the  growing  recognition  that  individual 
lifestyle  and  individual  behavior  are  major  risk-factors  influencing  the 
mortality  and  morbidity  of  the  American  people.  Heart  disease  and 
accidents — two  of  our  four  major  killers — can  usually  be  traced  to 
lifestyle.  In  the  case  of  stroke,  lifestyle  is  an  important  contributing 
factor.  It  is  probably  primary  in  the  case  of  emphysema,  cirrhosis,  and 
at  least  two  cancers. 

It  is  the  primary  factor  in  venereal  disease;  and  primary  or  contributory 
with  respect  to  most  chronic  illness,  including  obesity,  alcoholism,  drug 
abuse  and  the  other  addictions,  most  mental  illness,  high  blood  pressure, 
ulcer,  and  diabetes. 

Even  where  the  primary  causal  factor  of  illness  is  due  to  heredity, 
environmental  pollution,  or  some  other  cause  beyond  control  of  the 
individual,  his  ability  to  cope  and  to  lead  a  reasonably  normal  life 
depends  on  his  lifestyle. 

The  good  physician  and  the  good  nurse  have  always  recognized  the 
importance  of  patient  education  as  an  integral  part  of  patient  care.  In 
recent  years,  more  and  more  hospitals  and  community  health  centers 
have  developed  organized  patient  education  programs  as  part  of  routine 
patient  care  and  discharge  procedures.  Even  more  recently,  some  have 
extended  these  programs  to  include  outreach  to  non-patients  living  in 
the  hospital's  community  or  service  area,  especially  those  with  addictions 
and  other  high-risk  factors  for  coronary  and  other  diseases. 

Despite  these  efforts  on  the  part  of  individual  health  professionals  and 
institutions,  it  is  widely  believed  that  a  far  greater  emphasis  is  needed — 
both  on  education  of  individual  patients  and  of  the  community  at  large. 
Appointment  of  the  President's  Committee  on  Health  Education  and 
the  release  of  its  Report  in  October  1973  are  evidence  of  the  growing 
national  commitment  to  health  education. 

HIBAC  welcomes  this  Report  and  acknowledges  with  appreciation  its 
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contribution  to  definition  and  development  of  national  policy  in  this 
long-neglected  area. 

HIBAC  also  notes  with  approval  the  demonstration  project  in  hospital- 
based  consumer  health  education  currently  being  conducted  by  the 
College  of  Medicine  and  Dentistry  of  New  Jersey — Rutgers  Medical 
School  as  reported  to  this  Council  November  16,  1973. 

However,  it  is  clear  that  health  education,  as  a  professional  discipline, 
is  still  inadequately  defined  and  developed.  This  is  not  surprising  in  view 
of  the  fact  that  the  objectives  of  health  education  and  its  relation  to 
the  health  profession^  in  general  are  also  inadequately  defined.  If  health 
education  is  to  achieve  its  potential  and  accomplish  the  goals  of  the 
President's  Committee  and  the  CMDNJ-RMS  demonstration  project,  it 
must  establish  itself  as  an  effective  component  of  the  health  care  team 
with  defined  goals,  and  criteria  and  methodology  for  evaluation  of 
progress  toward  these  goals.  It  is  too  late  in  the  day  for  the  advocates 
of  health  education  to  try  to  "sell"  themselves  simply  as  another  well- 
meaning  effort  to  solve  the  U.S.  "health  care  crisis." 

In  the  words  of  the  CMDNJ-RMS  statement  presented  to  this  Council, 

"The  value  of  any  health  education  program — whether  a 
multi-million  dollar  national  program  or  a  single  project  cost- 
ing a  few  hundred  dollars — must  ultimately  be  judged  not  on 
the  basis  of  the  size  of  its  budget,  the  number  of  classes  held, 
pieces  of  literature  distributed  or  other  input  data,  but  in 
terms  of  actual  consumer  behavior  modification  and  outcome 
as  measured  by  objective  indices  of  health." 

The  general  thrust  of  a  national  health  education  policy,  at  this  time, 
should  be  along  two  complementary  lines: 

1.  Encouragement — by  means  of  financial,  technical,  informa- 
tional, political,  moral,  and  other  assistance — of  new  programs 
and  demonstration  projects,  involving  both  patient  education 
and  general  public  education,  especially  in  settings  where 
meaningful  evaluation  can  be  carried  out;  and 

2.  By  the  same  means — encouragement  of  and,  as  a  condition 
of  general  program  support,  insistence  on  training,  evaluation, 
and  other  activities  designed  to  improve  the  quality  and 
quantity  of  personnel  available  for  health  education  and  the 
quality  of  programs  being  offered. 

In  all  respects — program  development,  personnel  training,  and  evalua- 
tion— special  emphasis  must  be  placed  on  behavior  modification. 
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Recommendations 

In  accordance  with  our  instructions  from  Dr.  Saward,  Acting  Chairman 
of  HIBAC  on  November  16.  1973,  the  Committee  on  Health  Education 
addressed  itself  to  two  specific  issues: 

1.  Criteria  for  reimbursement  by  Medicare  and  Medicaid  of 
hospital-based  patient  education;  and 

2.  Implementation  of  the  major  recommendations  of  the  Presi- 
dent's Committee. 

Reimbursement 

We  have  noted  with  approval  the  recommendation  of  the  President's 
Committee: 

'That  the  government,  prepayment  plans  and  insurance 
companies,  which  pay  for  health  care  services  to  others, 
be  willing  to  adjust  premium  rates  to  include  in  their  pay- 
ments the  cost  of  health  education  to  the  patients  involved" 
(Report,  p.  25). 

We  strongly  urge  the  private  carriers  to  implement  this  recommendation 
as  rapidly  as  possible. 

We  have  noted  with  approval  the  provision  of  the  new  HMO  Act  of 
1973  making  health  education  a  requirement  for  Federal  funding. 

We  have  also  consulted  with  the  staff  of  the  Social  Security  Adminis- 
tration and  the  Medical  Services  Administration  and  have  received  the 
attached  letters  from  Mr.  Tierney.  Director,  Bureau  of  Health  Insur- 
ance, Social  Security  Administration,  and  Mr.  Newman.  Commissioner, 
Medical  Services  Administration.  Social  and  Rehabilitation  Service. 

With  respect  to  Medicare,  the  principal  points  set  forth  in  Mr.  Tierney's 
letter  may  be  summarized  as  follows: 

1.  Institutional  and  home  care  patient  education  programs  which 
are  an  integral  part  of  the  treatment  of  illness  and  injury  are 
reimbursable  under  Medicare; 

2.  Programs  which  are  purely  preventive  are  not  generally  re- 
imbursable; 

3.  Selected  programs  which  meet  the  requirements  of  P.L.  92- 
603  for  experiments  in  reimbursement  may  be  funded  by 
SSA  on  an  experimental  basis  even  though  they  may  involve 
prevention. 
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The  Committee  believes  it  would  also  be  desirable  for  Medicare  to 
reimburse  for  health  education  programs  designed  to  prevent  illness 
and  injury  and  hence  the  need  for  expensive  medical  and  hospital 
services.  Such  reimbursement  is  essential  to  be  consistent  with  the 
new  HMO  law  and  we  believe  that  the  Medicare  law  will  require  amend- 
ment along  these  lines.  However,  we  recognize  the  constraints  of  the 
present  law  and,  within  these  constraints,  the  three  points  set  forth 
above  seem  to  us  to  provide  a  sensible  present  basis  for  Medicare  re- 
imbursement. In  particular,  we  are  pleased  that  Point  3  permits  the 
advocates  of  health  education  to  apply  for  grants  to  conduct  additional 
pilot  experiments  and  to  demonstrate  health  education's  potential  for 
greater  cost  effectiveness. 

With  respect  to  Medicaid,  in  addition  to  reimbursement  for  institutional 
and  home  care  educational  programs,  there  are  three  other  possibilities 
as  indicated  in  Mr.  Newman's  letter:  for  recipients  who  receive  their 
care  through  HMO's,  through  OEO  neighborhood  health  centers  that 
are  reimbursed  on  the  basis  of  an  all-inclusive  rate,  or  for  children 
reached  through  the  Early  &  Periodic  Screening,  Diagnosis,  and  Treat- 
ment Program.  Tn  the  latter  case,  the  Federal  guidelines  actively  en- 
courage related  educational  programs.  Reimbursement  is  also  encour- 
aged under  title  V,  Maternal  and  Child  Health  and  Crippled  Children's 
Programs. 

Recommendation  1.  That  HIBAC  recommend  to  the  Secretary  of 
H.E.W.  that  informational  materials  incorporating  the  above  points  be 
formulated  and  made  available,  as  soon  as  possible,  to  all  appropriate 
providers  and  third-party  intermediaries  and  carriers: 

Recommendation  2.  That  all  appropriate  governmental  health  and 
insurance  departments  and  agencies,  unions  and  other  consumer  repre- 
sentatives be  informed  of  these  possibilities  for  Federal  third-party  re- 
imbursement and  grants  so  that  consumers  may  be  alerted  to  these 
services  and  their  entitlement  thereto. 

President's  Committee 

We  agree  with  the  President's  Committee  on  the  need  for  two  specific 
actions  to  give  immediate  visibility  and  support  to  health  education: 

1.  Establishment  of  a  new  quasi-public  National  Center  for 
Health  Education  to  be  chartered  by  the  Congress  but  sup- 
ported by  a  combination  of  public  and  private  funds  and 
under  the  policy  direction  of  a  Board  representing  both  the 
public  and  private  sectors  (Report,  pp.  22,  28-31). 

2.  Establishment  of  a  "focal  point"  within  the  Department  of 
H.E.W.  "to  help  make  the  Federal  Government's  involvement 
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in  health  education  more  effective  and  more  efficient"   (Re- 
port, p.  24). 

We  do  not  support  every  aspect  of  the  Committee's  recommendations 
with  respect  to  organization  of  the  National  Center.  We  do  believe  that 
the  concept  of  a  "focal  point"  needs  clarification,  probably  involving 
creation  of  a  high-level  Office  of  Consumer  Health  Education  within 
H.E.W.  to  be  responsible  for  coordinating  and  upgrading  most  of  the 
existing  health  education  programs  now  scattered  throughout  the 
Department. 

In  general,  however,  we  believe  that  these  two  actions — coupled  with 
more  clearly  defined  reimbursement  policies — could  go  a  long  way 
toward  helping  to  establish  an  effective  national  health  education  policy. 

Recommendation  3.  That  H1BAC  recommend  to  the  Secretary  of 
H.E.W.  establishment,  as  \oon  as  possible,  of  a  high-level  Office  of 
Consumer  Health  Education. 

Recommendation  4.  Thai  HIBAC  recommend  to  the  Secretary  of 
H.E.W.  formulation  and  submission  to  the  Congress,  as  soon  as  possible, 
of  legislation  authorizing  establishment  of  a  Sational  Center  for  Health 
Education  with  supporting  funds  along  the  general  lines  recommended 
by  the  President's  Committee  on  Health  Education. 

Respectfully   submitted, 

Anne  R.  Somers.  Chairman 
Melnea  A.  Cass 
J.   Rodney  Feild,  M.D. 
Sam  A.  McConnell.  Jr. 

Attachments  2 


19 


Department  of  Health,  Education,  and  Welfare 
Social  and  Rehabilitation  Service 

Washington,  D.C.  20201 

Medical  Services 
Administration 
January  9,  1974 

Mrs.  Anne  Somers,  Director 

Office  of  Consumer  Health  Education 

College  of  Medicine  and  Dentistry 

of  New  Jersey — Rutgers  Medical  School 
Piscataway,  New  Jersey  08854 

Dear  Anne: 

I  read  with  interest  the  subcommittee  report  on  consumer  health 
education  and  certainly  agree  that  it  is  an  idea  whose  time  has  come. 

As  you  know,  Medicaid  reimbursement  can  and  does  cover  educational 
and  preventive  services  provided  to  recipients  who  elect  to 
obtain  their  health  care  from  a  prepaid  group  practice  plan  such 
as  G.H.  A.  as  well  as  other  HMOs.  Additionally,  Medicaid  has 
reimbursed  through  the  all-inclusive  rate  mechanism,  for  such  items 
of  care  provided  by  OEO  neighborhood  health  centers,  community 
health  centers,  maternal  and  child  health  clinics,  etc.,  unless  the  single 
State  agency  administering  the  title  XIX  program  elects  to  pay  for 
only  the  specified  services  covered  under  the  State  Medicaid  plan. 

There  is  one  other  area  of  reimbursement  for  patient  education 
services  to  which  I  should  like  to  call  your  attention.  There  is  a  strong 
concentration  on  preventive  services  throughout  the  early  and  periodic 
screening,  diagnosis,  and  treatment  program,  a  basic  service  under 
title  XIX.  The  provision  of  services  under  this  program  should  impart 
to  the  eligible  Medicaid  patient  the  value  of  preventive  and  early 
detection  measures,  e.g.,  immunizations.  Reimbursement  for  services 
under  EPSDT  is  matched  under  title  XIX  at  the  medical  assistance 
rate.  In  addition,  guidelines  for  administration  of  the  program  which 
have  been  distributed  to  the  States  encourage  State  agencies  to 
"actively  seek  out  individuals  for  the  EPSDT  program"  and  "to  make 
sure  that  they  understand  the  nature  and  purpose  of  the 
screening  program." 

The  guidelines  further  specify  a  variety  of  information  methods 
designed  to  educate  recipients  about  the  availability  of  EPSDT 
services.  In  part,  the  guidelines  state: 
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Some  families  will  need  help:  (1)  in  understanding  the 
importance  of  preventive  health  services  and  early  diagnosis  and 
treatment;  (2)  in  overcoming  their  fears  of  doctors  and  other 
aspects  of  medical  care;  (3)  in  mobilizing  themselves  to  make  use 
of  a  health  service  for  which  they  may  feel  no  pressing  need; 
and  (4)  in  arranging  for  transportation,  babysitting  services  or 
other  services  to  enable  parents  to  bring  children  to  the  screening 
center  or  to  other  providers  of  health  services.  Parents  who 
are  burdened  with  other  family  problems  and  financial  stress 
may  not  be  able  to  make  much  effort  to  seek  screening 
examinations  for  their  seemingly  well  children. 

Services  of  this  nature  would  be  reimbursable  under  title  XIX,  or 
as  a  social  service  under  title  IV-A  of  the  Social  Security  Act. 

I  trust  this  information  will  be  useful  to  you  and  your  committee. 

Sincerely  yours, 

Howard  N.   Newman 
Commissioner 
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